Background: Previous studies of organisational justice and mental health have mostly examined women and have not examined the effect of change in justice. Aim: To examine effects of change in the treatment of employees by supervisors (the relational component of organisational justice) on minor psychiatric morbidity, using a cohort with a large proportion of men. Methods: Data are from the Whitehall II study, a prospective cohort of 10 308 white-collar British civil servants (3143 women and 6895 men, aged 35-55 at baseline) (Phase 1, 1985-88). Employment grade, relational justice, job demands, job control, social support at work, effort-reward imbalance, physical illness, and psychiatric morbidity were measured at baseline. Relational justice was assessed again at Phase 2 (1989-90). The outcome was cases of psychiatric morbidity by Phases 2 and 3 (1991-93) among participants case-free at baseline. Results: In analyses adjusted for age, grade, and baseline physical illness, women and men exposed to low relational justice at Phase 1 were at higher risk of psychiatric morbidity by Phases 2 and 3. Adjustment for other psychosocial work characteristics, particularly social support and effort-reward imbalance, partially attenuated these associations. A favourable change in justice between Phase 1 and Phase 2 reduced the immediate risk (Phase 2) of psychiatric morbidity, while an adverse change increased the immediate and longer term risk (Phase 3). Conclusion: This study shows that unfair treatment by supervisors increases risk of poor mental health. It appears that the employers' duty to ensure that employees are treated fairly at work also has benefits for health.
M ost studies of relationships at work have focused either on social support or bullying. Low social support from colleagues and supervisors has been shown to be associated with increased rates of minor psychiatric morbidity and spells of psychiatric sickness absence, with effects stronger in men than women. [1] [2] [3] Other studies, that have examined mainly or exclusively women however, have shown that women exposed to low social support at work are at significantly higher risk of poor mental health and a decline in mental health over time. 4 5 A considerable body of research has documented the adverse effects of bullying on health, 6 7 in particular mental health. [8] [9] [10] [11] More recently research attention has turned to the health effects of another aspect of relationships in the workplace, relational justice. 1 2 Relational justice forms one component of the wider concept of organisational justice, which in addition to the interactional or relational component is comprised of a procedural component and a distributive component. The procedural component refers to the perceived fairness of formal decision making procedures, the distributive component refers to the perceived fairness of the decisions themselves, while the relational component refers to the fairness with which employees perceive they are treated by their supervisors. 13 Previous studies examining the association between justice and health have shown relational justice to be associated cross-sectionally and prospectively with poor self-rated health, increased risk of minor psychiatric morbidity, and more medically certified absence. 12 14-16 These studies have all been carried out among Finnish municipal workers of whom the great majority are women. However, one small study, limited to hospital physicians, showed that low relational justice was associated with an increased risk of psychological distress among men but not women. 17 Very little research has examined the effects of change in relational justice on health. In the only published study to date, we used data from the Whitehall II study, a cohort of British civil servants, to show that women and men exposed to low relational justice or an adverse change in relational justice were at increased risk of poor self-rated health over five years later. Among men these associations were independent of job demands, control at work, work social support, and effort-reward imbalance, but this was not the case among women. 18 Two main questions emerge from the existing literature on relational justice. Firstly, is an adverse change in relational justice associated with an increase in poor mental health (minor psychiatric morbidity) in the same way that it is related to an increase in poor self-rated general health? Secondly, do the associations between relational justice and health generally observed in women apply to men?
Although both the self-rating of health and the estimation of minor psychiatric morbidity using the General Health Questionnaire (GHQ) involve a cognitive appraisal process, they measure different health domains. While self-rated health is a measure of general health, which has been shown to be strongly associated with physical ill-health, [19] [20] [21] [22] the GHQ is an instrument designed to detect ''cases'' as opposed to ''non-cases'' of minor psychiatric morbidity in both clinical and non-clinical populations. 23 It is, therefore, a dimension specific instrument that allows a basic distinction to be made between those who are experiencing some kind of psychiatric disturbance and those who are not. Previous work has also shown that associations between other psychosocial characteristics of the work environment and self-rated health and minor psychiatric morbidity differ in a number of important ways.
The prevalence of mental ill-health, including minor psychiatric morbidity, is not equally distributed between the sexes; the prevalence being greater among women than men. However, although minor psychiatric morbidity is a stronger predictor of short spells of psychiatric sickness absence in women, it is a stronger predictor of long spells of absence in men. 2 Reflecting this finding, work from the Renfrew and Paisley study has shown that the long term suicide risk associated with minor psychiatric morbidity is much stronger in men than women. 27 Minor psychiatric morbidity has also been shown to be consistently associated with an increased risk of coronary heart disease in men, but not in women in both the Whitehall II and Renfrew and Paisley studies, 28 29 and analyses of population data from the Netherlands (the NEMESIS study) concluded that mental disorders are a more important risk factor for sickness absence among men than among women. 30 In this study we examine associations of relational justice and change in relational justice with mental health, measured as minor psychiatric morbidity, using longitudinal data from the Whitehall II cohort of British civil servants, over two thirds of whom are men.
METHODS
The target population for the Whitehall II study was all London based office staff working in 20 civil service departments between 1985 and 1988 and aged 35-55 on entry to the study. With a response rate of 73%, the final cohort consisted of 10 308 participants (3413 women and 6895 men). 31 The true response rate was higher, however, because around 4% of those invited were not eligible for inclusion. Although mostly white-collar, respondents covered a wide range of grades from office support to permanent secretary, the highest grade in the British Civil Service.
Baseline screening (Phase 1) took place between late 1985 and early 1988. This involved a clinical examination in which height, weight, blood pressure, and serum cholesterol were determined, among other anthropometric and biomedical measures. A self-administered questionnaire containing sections on demographic characteristics, health, lifestyle factors, work characteristics, social support, life events, and chronic difficulties was completed by each respondent at home and checked for completion at the clinic. Nonresponders to the initial invitation, which was delivered to potential participants at their place of work, were followed by up to two reminder letters. From Phase 1 onwards participants could indicate whether they wanted to be contacted at work or at home, and non-responders were followed up by telephone as well as by letter. In 1989/90 (Phase 2, response rate 79% of participants at Phase 1), the same questionnaire data were collected by post. The Phase 3 (1992-93, response rate 81% of participants at Phase 1) data collection included a repeat of the clinical examination in addition to a questionnaire. Full details of all contact procedures and all methods are contained in the Whitehall II Phase 3 manual. 32 
Measures

Relational justice
Organisational justice has not been measured directly in the Whitehall II study. However, it has been possible to construct an indicator of relational justice with face validity from questions available in the Phase 1 and 2 surveys. Of the 19 items covering management and organisation of work, five items that deal with relational justice were identified using factor analysis. (4) . The mean of scores were scaled from 25 to 100. For example, a participant who selected ''often'' in answer to every question would score 100 while a participant who selected ''never'' would score 25. The resulting distribution was divided into tertiles (25-70 = ''low'', 71-88 = ''intermediate'', 89-100 = ''high''). The bottom tertile indicated a low level of relational justice, the top tertile a high level of relational justice, and the middle tertile an intermediate level.
Change in relational justice was calculated by deducting the Phase 1 score from the Phase 2 score. Participants were classified into one of three groups: ''no change'', ''adverse change'' (a decline of 10 score points or more), and ''favourable change'' (an increase of 10 score points or more).
Other psychosocial characteristics of the work environment
The demand-control and the effort-reward imbalance model represent the two main models of organisational stress. Subsequent to its initial conception, social support was added to the demand-control model. Forty self-report questions based on the constructs of the demand-control-support model, derived from well known questionnaires used in the United States and Sweden and the Job Content Questionnaire, were included in the Phase 1 questionnaire.
33-35
Reliability analysis and exploratory principal components analysis at Phase 1 showed that some of the items were not reliable measures of the underlying construct. 36 Furthermore, some items were deleted from the scale as they were left unanswered by too many participants. For such reasons 15 of the 40 questions were dropped from successive questionnaires. Of the remaining 25 questions, 15 measure job control or decision authority, 9 of the 15 items cover decision latitude, and 6 cover skill discretion. These subscales were equally weighted (internal consistency, Cronbach's a = 0.84). Job demands were measured using 4 items (internal consistency, Cronbach's a = 0.67), and social support at work, which comprised three components (support from colleagues, support from supervisors, and clarity and consistency of information from supervisors), was measured using 6 items (internal consistency, Cronbach's a = 0.79). A list of all 25 questions has been published previously. 37 All questions were answered on a four point scale from ''often'' to ''never/almost never''. Responses on a four point scale from ''often'' to ''never/almost never'' were combined into summary scales and then divided into tertiles. In all measures, the bottom tertile indicated a low level, the top tertile a high level, and the middle tertile an intermediate level for each of these indicators. 38 The effort-reward model of work stress in its current form was not available at Phase 1, so a measure derived from existing questions was used. Details of the derivation and testing of this measure have been published previously. 39 
Minor psychiatric morbidity
The 30 item General Health Questionnaire (GHQ) was used to assess psychiatric morbidity. 23 GHQ items consist of statements about behavioural and psychological functioning. The respondent is asked to say how well the statement applies to them during ''the past few weeks'' in comparison to their ''usual'' behaviour or state of mind. For example: ''Have you recently felt you are playing a useful part in things?'', ''Have you recently felt you couldn't overcome your difficulties?''. The response alternatives are: ''not at all'', the ''same as usual'', ''rather more than usual'', and ''much more than usual''. As little is gained in terms of case identification by discriminating between the severity of symptoms, questions were scored as follows: ''not at all'' = 0, ''same as usual'' = 0, ''rather more than usual'' = 1, and ''much more than usual'' = 1. The GHQ-30 has been validated in a number of diverse populations and has been validated specifically against the Clinical Interview Schedule in Whitehall II data, giving a cut-off point of 4/5 for dividing ''non-cases'' from ''cases''. GHQ caseness was thus defined as a score of 5 or more. Cases are participants who are at higher risk of minor psychiatric morbidity, largely depression, and anxiety disorders. 24 40 Covariates
Age and employment grade were derived from the Phase 1 questionnaire. Employment grade was determined from the participant's Civil Service grade title. For analysis, employment grade titles were divided into three categories in order of decreasing salary: administrative, professional/executive, and clerical/support. A composite indicator of physical illness (physical illness indicator) was comprised of diabetes, diagnosed heart trouble, ECG abnormalities, hypertension, and/or respiratory illness. The category ''diabetes'' included all diabetics. Data on past medical history of doctor diagnosed coronary heart disease (CHD) were derived from the Phase 1 questionnaire. ECG abnormalities were probable/possible ischaemia identified on ECG during the baseline screening examination. The category ''hypertension'' included all participants on antihypertensive medication or with a systolic or diastolic blood pressure greater than 160 or 95 mm Hg respectively. Presence of a respiratory illness was detected using the Medical Research Council chronic bronchitis questionnaire. 41 
Statistical analysis
Associations between relational justice at Phase 1 and GHQ caseness by Phases 2 and 3 were determined using logistic regression analyses among participants who were not GHQ cases at baseline. The outcome of interest in these analyses at Phase 2 was prevalence of GHQ caseness by Phase 2, while at Phase 3 it was GHQ caseness by Phase 3 (GHQ case at Phase 2 or at Phase 3). Results are presented as odds ratios and 95% confidence intervals adjusted for age in five year categories, employment grade, and physical illness at Phase 1. The physical illness indicator was included as a covariate in order to control for physical illness and reduce the effects of reverse causality. A linear trend between relational justice and GHQ caseness was tested by entering the continuous justice score in the model. Three of the questions used to construct our relational justice measure are from the social support scale and one from the effort-reward imbalance model. In order to determine whether our measure of relational justice had explanatory power beyond that provided by social support at work and the existing well known work stress models, the next step in our analyses was to adjust for these work characteristics, firstly separately and then all together. The effect of these adjustments was summarised by calculating the percentage change in the linear trend term for relational justice. Only participants with no missing data for any of the work characteristics were included in these models.
The next step in these analyses tested whether favourable or adverse change in relational justice between Phase 1 and Phase 2, compared with no change, predicted GHQ caseness
Linear trend was tested by entering the change score in the model. All analyses were conducted separately for women and men using the SAS statistical program (SAS Institute, Cary, NC, USA).
Ethical approval for the Whitehall II study was obtained from the University College London Medical School Committee on the ethics of human research.
RESULTS
At Phase 1, 2744 participants had psychiatric disorder as indicated by GHQ caseness, and 119 had missing data on the GHQ. Both these groups were excluded from the main analyses. Of the 7445 participants free of psychiatric disorder at Phase 1 (non-GHQ cases), 7434 responded to justice items at Phase 1, 5810 also responded to the GHQ at Phase 2, and 5172 additionally responded to the GHQ at Phase 3 (table 1). In the analyses of justice at Phase 1 and GHQ incidence by Phase 2, those 5736 participants who additionally had no missing data in any of the Phase 1 covariates were included (table 2). In the analyses of GHQ caseness by Phase 3, the number of included participants was 5109 (table 3) . Analyses of change in justice between Phase 1 and Phase 2 were adjusted for age, grade, physical illness, and relational justice at Phase 1 (but not for the other baseline covariates); among these, 5700 participants had complete data for incident GHQ at Phase 2 and 5086 for incident GHQ by Phase 3 (table 4) . The latter population (the group with the greatest attrition) compared with all non-GHQ cases at Phase 1 contained a slightly smaller proportion of women (29% v 31%) and manual workers (19% v 23%), but any differences in the prevalence of physical illness (9% v 10%) and the level of justice (80. Participants who were GHQ cases at baseline had lower relational justice score (75.4) than included participants.
As can be seen in table 1, in contrast to the other psychosocial characteristics of the work environment, women and men reported the same mean levels of organisational justice at Phase 1. Furthermore, there were few differences in relational justice scores by age or by grade, with the exception of men in the middle grades who had a slightly lower relational justice score than men in the highest and lowest grades. However, relational justice scores for both sexes were lower at Phase 2 than at baseline but again did not differ between women and men. While statistically significant (p , 0.001), this decline in relational justice was relatively small (0.12 SD). Tables 2 and 3 show strong associations (p , 0.001) between relational justice at Phase 1 and GHQ caseness by Phases 2 and 3 in both sexes. Among women the association seems to be driven mainly by the significantly higher risk of GHQ caseness associated with low relational justice. Similar results are seen in men, apart from the intermediate relational justice group in which there appears to be a slightly higher risk of GHQ caseness by both phases. With regard to low relational justice, adjustment for age, grade, and the physical illness indicator produces figures little different from those seen in the unadjusted associations.
The association between relational justice and GHQ caseness in women is attenuated by 12% for caseness by Phase 2 and 9% for caseness by Phase 3 when job control is included in the model adjusted for age, grade, and the physical illness indicator. Social support produces little attenuation of the association at Phase 2, but the association with caseness by Phase 3 is attenuated by 30%. When all the other characteristics of the work environment are added into the model together, the association between relational justice and GHQ caseness in women is attenuated by 16% at Phase 2 and 38% for caseness by Phase 3. Among men, job demands, job control, and social support produce a modest attenuation (6-16%) of the association between relational justice and GHQ caseness by Phase 2 and by Phase 3, whereas effortreward imbalance attenuates the association by 41% at Phase 2 and by 38% for caseness by Phase 3. At Phase 2 the greatest attenuation, 46%, is seen when all the work characteristics are entered into the model together. However, the test for trend remains statistically significant for the fully adjusted model across both phases and sexes. Table 4 shows that in both sexes a favourable change in relational justice between Phase 1 and Phase 2 is associated with a decreased risk of incident GHQ caseness at Phase 2 compared with the group that experienced no change. Conversely, an adverse change is associated with an increased risk. In both sexes the effect of a favourable change in relational justice between Phase 1 and Phase 2 on GHQ caseness appears to have weakened by Phase 3. However, the effects of an adverse change remain strong by Phase 3 and the test for linear trend between change in justice and GHQ caseness remains unchanged at both phases (p , 0.001).
DISCUSSION
Women and men who reported at baseline that they were treated unfairly by their supervisors had a significantly higher risk of incident psychiatric morbidity three years and six years later. Less than half of this effect appeared to be explained by other psychosocial characteristics of the work environment, the most important explanatory factor being social support at work among women and effort-reward imbalance among men. Overall there was a small decline in the level of relational justice among Whitehall II participants of both sexes over the three years following the baseline survey. Within this overall decline, some participants experienced a favourable change in justice, while others experienced an adverse change. A favourable change was associated with a significant reduction in the immediate risk of psychiatric morbidity, while an adverse change significantly increased both the immediate risk and the longer term risk.
This study benefits from using data from the Whitehall II study, a well characterised cohort with sufficient power to detect effects in both sexes. It is also, to our knowledge, the first study to examine the effects of change in relational justice on mental health in the workplace. By analysing change in a sub-population comprised of participants who were not GHQ cases at baseline, the study addressed the possibility of reverse causation, that is the situation in which participants with higher GHQ scores are treated less fairly by supervisors, rather than GHQ caseness being the result of such unfair treatment. In the absence of controlled experiments, the examination of change in an exposure over time, while removing prevalent cases of the outcome at baseline, provides the best means of tackling such reverse causation in addition to other problems, such as bias and confounding, which can be controlled in the experimental situation. Adjusting for a measure of physical illness at baseline also reduced the likelihood that our findings could be attributable to pre-existing physical morbidity.
Although using a sub-population of non-GHQ cases at baseline reduces the possibility of reverse causation, it remains possible that borderline GHQ caseness also elicited less fair treatment. To control for the effects of sub-clinical psychiatric morbidity and to determine the effects of relational justice and change in relational justice in the whole study population, we repeated the analyses in a population that included all participants irrespective of GHQ status at baseline and excluded only the 1247 with missing data. In addition to adjustment for age, grade, and the physical illness indicator at baseline, these analyses were also adjusted for baseline GHQ score. The outcome of interest in these analyses at Phase 2 was prevalence of GHQ caseness at Phase 2, while at Phase 3 it was GHQ caseness at both Phase 2 and Phase 3, an outcome chosen to capture the effect of relational justice on longer term psychiatric morbidity. On adjustment for GHQ score at baseline, in general, these analyses produced findings little different from those presented (tables available from the authors on request). The two main differences were that the association between low relational justice and caseness among women at Phase 2 was attenuated by 32% rather than 16% on adjustment for all the work characteristics, and the test for trend for the change score and GHQ caseness at Phase 3 in women was p = 0.02 instead of p , 0.001. Similarly, although GHQ caseness at both Phase 2 and Phase 3 among the total cohort is not strictly comparable to the outcomes used in the main analyses, the findings followed the same pattern seen for GHQ caseness by Phase 3 (GHQ case at Phase 2 or at Phase 3) among participants case-free at baseline. The only deviation was that the association between low relational justice and GHQ caseness among all men at Phase 3 was attenuated by 63% instead of 33% on adjustment for all the work characteristics.
In the present study findings were very similar in both sexes. However, while low relational justice at baseline was a significant predictor of psychiatric morbidity at follow up in both sexes, there was an indication that both low and intermediate relational justice were predictive in men. These findings reflect those of previous work on relational justice. Studies have demonstrated cross-sectional associations with prevalent psychiatric morbidity, 12 and longitudinal associations in both sexes between low relational justice at baseline and psychiatric morbidity at follow up, two years later, 14 although relational justice appears not to predict doctor diagnosed psychiatric disorders in women. 42 The findings also follow a similar pattern to those seen between relational justice and self-rated health in the Whitehall II cohort, although the size of the effect of low relational justice and adverse change in relational justice on GHQ caseness is greater than the effect on self-rated health. 18 Given the selfappraisal element involved in both measures one might expect to see some overlap in the findings, but it is important to stress that self-rated health and the GHQ measure different health domains.
With the exception of social support in women and effortreward imbalance in men, only a modest fraction of the association between relational justice and psychiatric morbidity appeared to be explained by any other psychosocial work characteristic measured in the present study. The finding for social support at work among women is unsurprising given the considerable overlap between our relational justice and social support scales. Previous work that has examined whether associations between relational justice and psychiatric morbidity are independent of other psychosocial work characteristics has reported mixed findings. In results similar to those of the present study, the cross-sectional association between relational justice and psychiatric morbidity was attenuated, but survived, adjustment for job control and social support at work in a cohort of Finnish hospital personnel, mostly women. 12 However, later findings from the same study found that the prospective association between relational justice and psychiatric morbidity did not survive adjustment for decision authority.
No previous study appears to have examined the effect of adjusting the relational justice-health association for effortreward imbalance. The effort-reward imbalance model is based on the concept of reciprocity, where effort at work is reciprocated by rewards that include salary, esteem, promotion opportunities, and job security. An imbalance between efforts and rewards has been shown adversely to affect selfesteem and predict a range of illnesses in employees. 39 43 44 One of the items comprising our relational justice scale comes from the reward construct of the effort-reward model and an examination of the two constructs indicate that both are likely to have similar effects on self-esteem. 45 In addition to being a measure of stress at work, the effort-reward concept could also be viewed as a tolerable proxy for distributive justice. As distributive justice relates to the perceived fairness of formal decision making procedures, this is likely to be highly correlated with perceptions of just treatment by supervisors. Effort-reward imbalance has been examined prospectively in relation to GHQ caseness in Whitehall II and high effort and low reward separately and in combination were found to be predictive of GHQ caseness in men, but not in women. 3 In the new labour market, characterised by increasing competition, downsizing, and tough, ''macho'' management styles, workplace bullying, recently described as ''the silent epidemic'', appears to be on the increase. 46 Although undocumented as yet, organisational justice is also likely to prove a casualty under such circumstances. During the baseline survey of the Whitehall II study the jobs of British 47 providing a possible explanation for the overall decline in perceived relational justice between Phases 1 and 2. In such a situation fairness is important to people, because it helps them to deal with uncertainty, 48 in that solid, firmly constructed fairness judgments can help remove uncertainty or at least alleviate much of the discomfort that it would otherwise generate.
Study limitations
The main limitation of this study is the absence of standard measures of organisational justice. Other limitations include loss to follow up, the lack of an externally assessed measure of mental health, and inability to include work group level measures into the analyses.
Standard measures of organisational justice were not available at the time of the baseline survey of the Whitehall II study. Using existing questions we were able to derive a five item measure of relational justice. The Cronbach's alphas for our relational justice scale at Phases 1 and 3 were 0.71 and 0.73 respectively. A Cronbach's alpha of 0.70 is seen as acceptable, 49 and this is particularly true for a short measure assessing a relatively broad concept, as in this study. Although three of the items were those that also form the work social support scale and one that also forms the effortreward imbalance scale, in both women and men the association between low relational justice and psychiatric morbidity was only partially attenuated by adjustment for social support at work and effort-reward imbalance. This indicates that our measure of relational justice has effects that are independent of both measures. Although we feel that effort-reward imbalance represents a tolerable proxy for distributive justice, there is nothing in the Whitehall II dataset that could be used to construct a measure of procedural justice, the third component of organisational justice. This is unfortunate because procedural justice has been shown to be at least as important a determinant of health as relational justice. 14 16 The main analyses, those presented in tables 2-4, dealt with participants free of psychiatric disorders at baseline, and of this population up to 33% were lost to follow up due to missing data. However, any differences in baseline characteristics between included and excluded civil servants were small, suggesting that a major bias is unlikely.
Although the GHQ is not an externally assessed measure of mental health, it is widely used, has been validated in a number diverse populations, and has been validated specifically against the Clinical Interview Schedule in Whitehall II cohort. 24 Individual perceptions of justice are not independent of the experiences of other members of the work group. However, we were unable to take into account the effect of work group in the present study. Members of the work group can be important sources of justice evaluations, because they work together, and share opinions and emotions with each other. 50 Thus, the characteristics and opinions of other members of the work group may have an impact on attitudes and behaviours of the individual employee. Only a few studies have been able to test the effect of the work group. These have reported that employees within the same group share common perceptions of justice in the organisation, as indicated by a significant variation in justice perceptions both within and between work groups. [51] [52] [53] Implications In addition to effects on mental health, failure to ensure fair treatment may lead to low morale, reduced work output and quality of service, and lost resources-because people who are trained and experienced leave the organisation. 54 While the increased risk of psychiatric morbidity associated with an adverse change in relational justice gives cause for concern, the fact that a favourable change decreases the risk gives cause for optimism. Interpersonal relationships between supervisors and employees in most large organisations are governed by internal rules and procedures, and some aspects are subject to statutory requirements. It is also possible to train supervisory staff in interpersonal skills and good practice. These findings indicate that in addition to reducing adverse organisational behaviours, such as intention to quit, the application of such measures may also reduce the burden of mental ill-health in the workplace.
Conclusion
The main findings from this study show that employees who perceive that they are treated unfairly by their supervisors are at increased risk of poor mental health. Moreover, a decline in perceived fair treatment increases the risk, whereas an increase in perceived fair treatment decreases the risk. These findings give further support to the notion of a health damaging or health promoting psychosocial work environment and demonstrate that the duty of employers to ensure employees are treated fairly at work may also have benefits for health. 
Policy implications
N Results indicate that the duty of employers to ensure employees are treated fairly at work also has benefits for mental health and wellbeing.
